We started from the following facts :? (i) The main objective for surgical attack in pulmonary tuberculosis is the cavity.
(2) About 90 per cent, of the cavities are localised in the upper lobe, and here again mainly in the apico-posterior segments.
(3) A large proportion of the apical or upper lobe cavities are or will sooner or later be bilateral.
The need was therefore mainly for an operation which selectively collapsed cavities in the upper lobes, especially in their apico-posterior parts (Figs. I and 2), saving as much as possible of the function of the non-cavitated pulmonary parenchyma, and permitting if necessary bilateral operations. Type OF Collapse.?After rib resection alone the cavity is relaxed from the sides, but not along its other axes. This will either result in a cleft-shaped residual cavity (Fig. 3) or reclu^re an extensive thoraco plasty, with the sacrifice of a disproportionate amount of functioning lung.
The only principle of collapse which is both effective and economical is the collapse provided by concentric relaxation of the cavitated area such as is produced by an extrapleural pneumolysis (Fig. 3) Such procedures, however, have all their well-known drawbacks. We have therefore tried to reach our goal by another principle. The collapse is provided by an extrapleural apicoor pneumolysis. It is maintained by modelling the thoracic dome into a new shape fitting as a roof or shelf over the collapsed apex, and preventing it from re-expansion (Fig. 4 ).
1. The Original Operation .?Originally the operation was done in one stage with the following steps :?
(1) An extrapleural pneumolysis over the part of the upper lobe requiring collapse (Fig. 4b) .
SCAPULA /]'f \ SCAPULA SURGICAL TREATMENT OF PULMONARY TUBERCULOSIS 353 (2) Resection of the ribs over the lateral wall of the extrapleural cavity (Fig. 5a Further studies showed that the problem of rib regeneration could be almost completely solved either by performing the operation in two stages, or by leaving the periosteum in contact with the lung, as shown by Semb (1935) (Fig. 7) (Fig. 22) .
The periosteum of the first rib is pulled over the apex and its postero-medial surface, by inserting the suture described above (Fig. 22) posteriorly, and covering of the apex with the periosteum of the first rib, as described above. Finally, the second rib is bent downwards over the third, fourth and possibly the fifth rib, and fixed with its posterior end under the posterior part of the non-resected sixth rib (Fig. 23) Different surgeons operated with different methods and Jndications. The series from this period are therefore not representative.
In the period after 1.5.46 the mortality rate as compared with the years before the war had improved only slightly. This is mainly explained by an extension of the indications. An effect in the opposite irection is caused by the combined use of surgery, antibiotics and c emotherapeutics since the war. The figures in Table III should also be compared with Table VI.   Table IV shows the results of the earlier collapse operations before * e war after a period of observation from 1-0 to 7 years. The slight Thoracoplasty (1934-31.8.39) Extrapleural pneumothorax Table V shows the results after 6-14 years to be considerably worse than after i-| to 7 years. The reason is partly that Tables IV and V do not include all the same patients, but mainly because during the The revision thoracoplasties comprise too small a group for calculating representative mortality rates. It is of some interest to note that this group shows the highest post-operative mortality, considerably higher than after resection for residual cavity (7 per cent., see later). Most of these will 
